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The clinical high risk phase of psychosis is characterized by 
attenuated positive symptoms that cause clinically significant 
distress or impairment (1). This phase, in which symptoms 
are not severe or enduring enough to meet DSM-5 criteria 
for a psychotic disorder (e.g., schizophreniform disorder) (1), 
may be thought of as “potentially prodromal” (2). Estimates 
suggest that approximately 25% of individuals at clinical 
high risk for psychosis (CHR-P) develop full-threshold psy-
chosis within 3 years (3, 4), whereas others’ symptoms per-
sist or remit (5). Early intervention may reduce conversion 
rates from CHR-P to psychosis and promote positive clinical 
outcomes, including reduced CHR-P symptom severity (6, 
7), yet many individuals at CHR-P do not receive clinical ser-
vices. Little is known about the factors related to treatment 
seeking among youths at CHR-P (8, 9).

Objective: Clinical high risk for psychosis (CHR-P) is asso-
ciated with distress, impairment, and elevated risk for de-
veloping full-threshold psychosis. Early intervention can 
improve prognostic outcomes, but limited research has 
investigated associations between social determinants and 
mental health care utilization among people at CHR-P. 
The authors aimed to explore whether distressing positive 
symptoms, race-ethnicity, immigration, racial discrimina-
tion, and social support correlate with mental health care 
utilization in this population.

Methods: Data were drawn from a parent study in which 
community-based participants completed questionnaires 
and clinical interviews. Participants included in the present 
analyses were ages 16–30 and met interview-based criteria 
for CHR-P (N=171).

Results: Asian and Black participants were significant-
ly less likely than White participants to report past use of 
mental health care. Black participants were significantly 
less likely than White participants to report current use 

of services. Differences in past service use for Asian and 
Black participants versus Hispanic/Latinx participants and 
in current service use for Asian versus White participants 
approached statistical significance. Trend-level associa-
tions suggesting a lower likelihood of service use among 
immigrant participants were attenuated when household 
income was accounted for. Across the full sample, dis-
tressing positive symptoms significantly predicted current 
use of services.

Conclusions: Associations between self-reported race- 
ethnicity and mental health care utilization persisted even 
when analyses accounted for distressing positive symp-
toms, social support, and discrimination. As CHR-P re-
search and practice increasingly focus on early interven-
tion, study findings underscore the importance of better 
understanding contextual factors and social determinants 
that are associated with mental health service use among 
youths at CHR-P.
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HIGHLIGHTS

•	 In a community sample of individuals at clinical high risk 
for psychosis (CHR-P), differences in mental health care 
utilization by race-ethnicity were observed.

•	 Asian and Black participants were less likely than White 
participants to report past use of mental health care, 
and Black participants were less likely than White partic-
ipants to report current use of mental health services.

•	 Distressing positive symptoms were associated with cur-
rent use of mental health services across the full sample.

•	 The findings suggest a need to increase outreach to or 
accessibility of services for individuals at CHR-P who 
may be less likely to receive care.
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Social determinants and contextual factors play an inte-
gral role in CHR-P (10, 11) and in access to and use of mental 
health services (12). Some theoretical frameworks, such as 
the psychosis proneness-persistence-impairment model (13), 
emphasize how proneness to psychotic symptoms and envi-
ronmental risk can exacerbate symptom persistence and risk 
for psychosis. Others highlight the complexities of resilience 
factors such as social ties for individuals with serious men-
tal illness (14). Guided by frameworks that consider both risk 
and resilience factors, we drew on a social-ecological model 
of mental health care utilization (15) to inform selection of the 
following social determinant variables that were available via 
secondary data analysis related to CHR-P and mental health 
service use: self-reported race-ethnicity, experiences of racial 
discrimination, immigration status, and social support.

Racial-ethnic disparities exist in symptomatology and 
outcomes among individuals at CHR-P (16, 17). Although 
racial-ethnic disparities in service use have been widely 
observed (18, 19), few studies have investigated these dispar-
ities among youths at CHR-P. Experiences of racial-ethnic 
discrimination appear to be associated with psychosis spec-
trum symptoms and to be elevated among individuals at 
CHR-P (20, 21). Discriminatory experiences are linked with 
medical mistrust (22), which can stem from institutional 
racism within health care systems, lack of culturally respon-
sive services, and the historical context of ineffective or 
even abusive services (23). Mistrust of health care systems, 
in turn, is associated with lower service use (24). Thus, dis-
crimination may be a factor that is related to service use 
among those at CHR-P.

Social support is another social determinant linked to both 
mental health service use and CHR-P. Lower levels of social 
support have been observed among individuals at CHR-P 
relative to comparison groups (25, 26) and have been asso-
ciated with greater positive symptom severity (27). Greater 
social support has been associated with lower perceived need 
for mental health care in general, although this trend may 
be reversed for individuals with serious mental illness (28). 
Thus, social support may be associated with service use, but 
this link is unclear among those at CHR-P.

Immigration is another social determinant with potential 
implications for mental health care use among individuals at 
CHR-P (29, 30). Meta-analyses suggest that immigration and 
postmigration factors may increase the risk for psychosis (31, 
32), although limited research to date has examined this asso-
ciation in the United States (33). Some studies have identified 
a longer duration of untreated psychosis among immigrants 
(34, 35), suggesting potential barriers to accessing services 
during the CHR-P phase. Overall, these social determinants 
have been linked with both mental health care utilization and 
CHR-P but have not been explicitly examined as correlates of 
service use among those at CHR-P.

In this study, we aimed to build on the aforementioned 
frameworks of the psychosis spectrum and service use to 
examine potential correlates of mental health care utiliza-
tion among individuals at CHR-P. Specifically, we examined 

whether distressing positive symptoms, self-reported 
race-ethnicity, immigration, experiences of racial discrimina-
tion, and social support were associated with past and current 
mental health care utilization among people at CHR-P.

METHODS

Procedure 
In this secondary data analysis, we used data from the 
Multisite Assessment of Psychosis-Risk (MAP) study (36). 
The study was approved by the institutional review boards 
at the participating universities. Social media and website 
advertising (e.g., Craigslist), community flyers, and univer-
sity recruitment (e.g., ResearchMatch) were used to recruit 
a community sample from four broad catchment areas. 
Eligibility criteria included being ages 16–30, located in one 
of the designated geographic regions, and a first-time survey 
taker. Written informed consent was obtained after study 
procedures were explained (parental consent and child 
assent were obtained for minors). Participants completed 
Qualtrics-administered self-report questionnaires, including 
those described below. Measures of quality assurance (e.g., 
attention checks) were included throughout the battery. 
Participants who scored above author-recommended and 
empirically established cutoff levels on either the PRIME 
screen (two or more responses of “somewhat agree”) (37, 
38) or the 92-item Prodromal Questionnaire (PQ-92; eight 
or more distressing positive symptoms) (39) and randomly 
selected participants who scored below both cutoffs were 
invited to participate in an interview procedure that included 
the Structured Interview for Psychosis-Risk Syndromes 
(SIPS) (1), the gold standard assessment for CHR-P syn-
dromes. Data examined in this study were collected from 
October 2017 to October 2022. A detailed description of the 
parent study is available in Ellman et al. (36).

Participants and Measures 
Demographic characteristics.  Individuals included in analy-
ses were MAP study participants who met SIPS criteria for 
CHR-P (1) and for whom self-reported mental health care 
utilization data and complete data on measures used in anal-
yses were available. Participants self-reported demographic 
variables, including race-ethnicity, immigration, sex, and 
age. The following self-reported race-ethnicity categories 
were used for analyses: non-Hispanic Asian, non-Hispanic 
Black, non-Hispanic White, and Hispanic/Latinx. Two 
multiple-choice questions were used from a demographic 
characteristics questionnaire, which drew from the race 
and ethnicity categories of the National Institute of Mental 
Health Data Archive: “How would you describe your race? 
(American Indian or Alaska Native, Asian, Black or African 
American, Native Hawaiian or other Pacific Islander, White, 
or prefer not to answer)” and “How would you describe your 
ethnicity? (Hispanic or Latino, not Hispanic or Latino, or pre-
fer not to answer).” Participants who selected “not Hispanic 
or Latino” or “prefer not to answer” for the ethnicity question 
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were categorized as their self-reported race. Participants who 
selected “Hispanic or Latino” were categorized as Hispanic/
Latinx. Importantly, racial-ethnic groups used in the present 
study, and commonly in research, are socially constructed 
categories (40), and categorizing individuals into such groups 
is an imperfect process. These categories are understood 
to denote differences in exposure to systemic factors such 
as interpersonal and structural racism. Immigration was 
defined by whether participants reported being born outside 
the United States.

SIPS.  The SIPS is a semistructured interview that assesses 
for the presence of CHR-P syndromes (1), determined by 
ratings on five positive symptom domains (unusual thought 
content, suspiciousness, grandiosity, perceptual abnormali-
ties, and disorganized communication). The SIPS has strong 
interrater reliability and predictive validity for conversion 
to psychosis (41). Participants who met SIPS CHR-P criteria 
were included in analyses.

PQ-92.  The PQ-92 (39) is a 92-item self-reported continuous 
measure of psychosis risk symptoms that includes a 45-item 
positive symptom subscale. The PQ-92 has strong predictive 
and concurrent validity with the SIPS, internal consistency 
and test-retest reliability, and sensitivity in identifying indi-
viduals who meet interview-based CHR-P criteria (39, 42). 
For items with a positive response, participants indicated 
whether the experience caused them distress (yes or no). In 
this study, internal consistency for the number of distressing 
positive symptom items was α=0.88.

Experiences of Discrimination Scale.  The Experiences of 
Discrimination Scale (EOD) (43) is a self-report question-
naire assessing exposure to racial discrimination in several 
domains. The situation subscale asks participants whether 
they have experienced discrimination or unfair treatment in 
nine different situations (e.g., getting medical care or getting a 
job). Scores represent the total number of situations in which 
participants reported experiencing discrimination (43). 
Internal consistency for the EOD was α=0.83 in this study.

Lubben Social Network Scale–Revised.  The Lubben Social 
Network Scale–Revised (LSNS-R) is a 12-item self-report 
questionnaire measuring levels of social engagement and sup-
port from family, friends, and neighbors (44). Participants rate 
the frequency of their social interactions on a 6-point scale (0, 
no engagement, to 5, high social engagement). Responses are 
summed, and total scores range from 0 to 60. In this sample, 
internal consistency for the LSNS-R was α=0.82.

Mental health care utilization questions.  Participants were 
asked questions about current (“In the past 3 months, have 
you received any mental health care?”) and past (“Before 
3 months ago, did you ever receive mental health care?”) 
service utilization and responded yes (coded 1) or no 
(coded 0).

Analyses 
Two logistic regressions were conducted in SPSS, version 29, 
to examine cross-sectional correlates of past (model 1) and 
current (model 2) mental health care use. Regression mod-
els included distressing positive symptoms, self-reported 
race-ethnicity, immigration, experiences of discrimination, 
and social support as predictors. Continuous predictors were 
evaluated before the analysis for normality and outliers, with 
estimates suggesting reasonable normality (skew <2, kurtosis 
<7) (45). Supplemental analyses (see the online supplement to 
this article) were conducted with the inclusion of household 
income as a covariate and with a subsample of Asian, Black, 
and Hispanic/Latinx participants only. A p<0.05 was consid-
ered statistically significant.

RESULTS

The analysis sample (Table 1) yielded 171 participants at CHR-P 
(11 participants were excluded because of missing data). 
Participants were ages 16–30 years (mean±SD=20.81±2.86 
years). Most of the sample were female (70%), White (N=94 
of 171, 55%), and born in the United States (87%).

Model 1: Past Mental Health Care Utilization 
The overall model predicting past mental health care utiliza-
tion was statistically significant (Table 2). Current distressing 
positive symptoms did not significantly predict past service 
use. Asian participants were less likely to have previously 
used mental health services compared with White partici-
pants (OR=0.30, p=0.021), and a similar trend (not statistically 
significant) was observed for Asian versus Hispanic/Latinx 
participants. Black participants were also less likely than 
White participants to report past use of mental health care 
(OR=0.30, p=0.045), and a similar trend (not statistically sig-
nificant) was observed for Black versus Hispanic/Latinx par-
ticipants. No statistically significant differences were found in 
past use of mental health care between Hispanic/Latinx and 
White participants or between Asian and Black participants. 
In addition, participants who immigrated to the United States 
tended to be less likely than those born in the United States 
to have reported past use of mental health care, although this 
finding was not statistically significant. Experiences of dis-
crimination and social support did not significantly predict 
past mental health care utilization. Supplemental analyses 
with the inclusion of household income as a covariate (N=151; 
see Table S1 in the online supplement) revealed patterns that 
were consistent with the above results, although immigration 
was no longer a trend-level predictor of past service use.

Model 2: Current Mental Health Care Utilization 
The overall model predicting current mental health care uti-
lization was statistically significant (Table 3). The number of 
distressing positive symptoms was a statistically significant 
predictor of current use of mental health services (OR=1.06, 
p=0.026). Self-reported race-ethnicity significantly predicted 
current service use; compared with White participants, 

https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf


4  � Psychiatric Services XX:XX, XX 2026

SOCIAL DETERMINANTS AND USE OF MENTAL HEALTH CARE FOR PSYCHOSIS

Black participants were less likely to report current service 
use (OR=0.23, p=0.031), and a similar trend (not statistically 
significant) was observed for Asian participants. No statisti-
cally significant group differences in current use of mental 
health care were observed between Hispanic/Latinx partic-
ipants and any other racial-ethnic group or between Asian 
and Black participants. Being born outside the United States 
tended to be negatively associated with current service use. 
Experiences of discrimination and social support did not sig-
nificantly predict current service use.

Supplemental analyses with the inclusion of household 
income as a covariate (N=153; see Table S2 in the online sup-
plement) revealed patterns that were mostly consistent with 
the above results, with some distinctions. Household income 
tended to be positively associated with current service use 
(result approached statistical significance), and immigration 

was no longer a trend-level predictor of current service use. 
In addition, in exploratory analyses that included only Asian, 
Black, and Hispanic/Latinx participants (N=77; see Table S4 
in the online supplement), social support was a statistically 
significant negative predictor of current service use.

DISCUSSION

In this study, we examined whether distressing positive symp-
toms, self-reported race-ethnicity, immigration, experiences of 
racial discrimination, and social support have a cross-sectional 
relationship with mental health care utilization among indi-
viduals at CHR-P. Associations were found between service 
use and both self-reported race-ethnicity and distressing pos-
itive symptoms (for current service use only). Associations 
between immigration and service use were attenuated when 

TABLE 1.  Demographic and clinical characteristics of individuals at clinical high risk for psychosis in the present study

Total (N=171) Asian (N=28) Black (N=25)
Hispanic/Latinx 

(N=24)
White 

(N=94)

Variable N % N % N % N % N %

Sex assigned at birth
  Fe�male 120 70 23 82 15 60 16 67 66 70
  Ma�le 50 29 5 18 10 40 7 29 28 30
  Pr�efer not to answer or missing 1 1 0 0 0 0 1 4 0 0
Born in the United States 148 87 17 61 22 88 22 92 87 93
Current service usera 67 39 7 25 6 24 8 33 46 49
Past service userb 112 66 12 43 13 52 17 71 70 75

M SD M SD M SD M SD M SD

Age (years) 20.81 2.86 20.12 2.30 19.48 2.33 21.54 2.98 21.18 2.99
PQ-92 distressing positive symptomsc 12.37 7.14 12.14 6.54 12.80 5.85 10.54 6.90 12.79 7.69
EOD scored 1.44 2.06 2.14 1.48 3.64 2.63 2.88 2.47 0.28 0.68
Social support scoree 30.33 9.28 28.75 7.73 30.12 10.44 29.21 9.39 31.14 9.40
a	

Individuals who reported using services within the past 3 months.
b	

Individuals who reported using services prior to the past 3 months.
c	

Possible scores on the positive symptom subscale of the 92-item Prodromal Questionnaire (PQ-92) range from 0 to 45, with higher scores indicating a 
greater number of self-reported distressing symptoms.

d	
Possible scores on the Experiences of Discrimination Scale (EOD; situation subscale) range from 0 to 9, with higher scores indicating a greater number of 
situations in which an individual has experienced discrimination or unfair treatment.

e	
Social support scores, derived from the Lubben Social Network Scale–Revised total score, range from 0 to 60, with higher scores indicating higher levels of 
social engagement.

TABLE 2.  Predictors of past mental health service use among individuals at clinical high risk for psychosisa

Predictor b SE χ2 OR 95% CI p

PQ-92 distressing positive symptoms 0.04 0.03 2.03 1.04 0.99–1.10 0.154
Asian (reference: White) −1.21 0.52 5.31 0.30 0.11–0.84 0.021
Black (reference: White) −1.20 0.60 4.02 0.30 0.09–0.97 0.045
Hispanic/Latinx (reference: White) −0.09 0.61 0.02 0.91 0.28–3.00 0.881
Immigrated to United States −0.94 0.51 3.32 0.39 0.14–1.07 0.069
EOD score 0.05 0.11 0.21 1.05 0.85–1.30 0.645
Social support score 0.02 0.02 0.79 1.02 0.98–1.06 0.373
Follow-up model comparisons
  As�ian (reference: Hispanic/Latinx) −1.12 0.64 2.94 0.33 0.09–1.15 0.082
  Bl�ack (reference: Hispanic/Latinx) −1.12 0.65 2.94 0.33 0.09–1.17 0.087
  As�ian (reference: Black) −0.01 0.61 0.00 0.99 0.30–3.25 0.988
a	

Logistic regression overall model statistics: χ2=19.08, df=7, N=168, p=0.008, R2=0.15. For each individual variable, df=1. EOD, Experiences of Discrimination 
Scale; PQ-92, 92-item Prodromal Questionnaire.

https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
https://psychiatryonline.org/doi/suppl/10.1176/appi.ps.20240420/suppl_file/appi.ps.20240420.ds001.pdf
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household income was accounted for (for both past and cur-
rent service use). Of note, these associations emerged even 
when we accounted for social support in the analyses, which 
can mitigate some of the need for mental health care.

In the full sample, distressing positive symptoms were pos-
itively associated with the likelihood of current use of mental 
health services, but not with past use of services. These find-
ings were consistent with previous research linking higher 
positive symptom severity with increased service use (15, 
46). Of note, although participants in the study sample met 
criteria for CHR-P, indicating that all participants reported 
some level of distress or impairment related to psychosis risk 
symptoms, higher levels of symptoms still predicted current 
service use. This finding suggests that the level of distressing 
positive symptoms may be a relevant factor associated with 
mental health service use, even among individuals at CHR-P.

When distressing positive symptoms, experiences of dis-
crimination, immigration, social support, and household 
income were accounted for, participants at CHR-P who 
identified as Asian or Black were less likely than White par-
ticipants and Hispanic/Latinx participants to have received 
mental health care in the past and were less likely than White 
participants to be currently using services. A prior study 
found that race-ethnicity predicts mental health care utili-
zation among individuals reporting psychotic-like experi-
ences (15). The present study found similar results during the 
CHR-P phase. Early connection to services during this phase 
can improve prognosis and facilitate better long-term clini-
cal and functional outcomes (6). Thus, it is important to be 
cognizant of racial-ethnic group differences in mental health 
care utilization among people at CHR-P, which seem to exist 
even when potential sources of structural inequities such as 
household income are accounted for.

Various sociocultural factors, including attitudes toward 
mental health care, stigma, and access to care, may affect help 
seeking among Asian and Black youths at CHR-P (47–50). The 
racial-ethnic makeup of the mental health provider workforce 
(primarily White) (51) may contribute to failures in providing 
culturally responsive care (12, 29), potentially exacerbating 
medical mistrust among historically marginalized groups 
(23). Individuals who are less likely to use formal mental 

health services may seek support from other social, familial, 
or community sources (14). Importantly, different factors may 
contribute to the lower likelihoods of service use by Asian and 
Black (vs. White) participants. Overall, racial-ethnic group 
differences emerged when other variables were accounted 
for, suggesting that differences cannot be explained solely by 
socioeconomic status or income, individual instances of racial 
discrimination, or social support and could be indicative of 
other systemic or unmeasured factors.

The results suggest that participants who immigrated to 
the United States may be less likely than those born in the 
United States to report past or current mental health care 
utilization, although these findings did not reach statistical 
significance. Furthermore, the magnitude of the difference in 
the likelihood of service use between U.S.-born and immigrant 
participants decreased when we accounted for household 
income in the analyses, suggesting that income or socioeco-
nomic status may account for some of the differences between 
these two groups. A lower likelihood of service use among 
immigrants may be due to systemic barriers to accessing care, 
such as challenges with navigating health care systems, logis-
tical barriers (e.g., insurance coverage), cross-cultural differ-
ences in conceptualization of mental health concerns, or a lack 
of culturally informed outreach and services (29). Moreover, 
immigrants may experience discrimination, migration-related 
stress, or concerns about rights and legal status, potentially 
deterring help seeking (46). Mental health systems may con-
sider improving cultural awareness and responsiveness of ser-
vices to be more accessible to immigrants (29).

Racial-ethnic discrimination and social support did not 
uniquely predict past or current mental health care utilization. 
Although experiences of discrimination have been linked to to 
general mistrust of the health care system, our results were 
consistent with prior findings that discrimination does not 
significantly predict service use among youths with elevated 
psychotic-like experiences (15). Experiences of discrimination 
may represent an ongoing stressor that promotes help seek-
ing for some individuals and deters it for others. In addition, 
the measure of discrimination used in this study included 
some situations that may have been less applicable to the 
youths in our sample (e.g., obtaining mortgages). Moreover, 

TABLE 3.  Predictors of current mental health service use among individuals at clinical high risk for psychosisa

Predictor b SE χ2 OR 95% CI p

PQ-92 distressing positive symptoms 0.06 0.03 4.93 1.06 1.01–1.11 0.026
Asian (reference: White) −0.97 0.56 3.01 0.38 0.13–1.14 0.083
Black (reference: White) −1.48 0.68 4.67 0.23 0.06–0.87 0.031
Hispanic/Latinx (reference: White) −0.85 0.60 2.03 0.43 0.13–1.38 0.155
Immigrated to United States −1.08 0.62 3.05 0.34 0.10–1.14 0.081
EOD score 0.09 0.11 0.62 1.09 0.88–1.37 0.430
Social support score −0.02 0.02 0.67 0.99 0.95–1.02 0.412
Follow-up model comparisons
  As�ian (reference: Hispanic/Latinx) −0.12 0.67 0.03 0.89 0.24–3.28 0.854
  Bl�ack (reference: Hispanic/Latinx) −0.63 0.67 0.87 0.53 0.14–2.00 0.351
  As�ian (reference: Black) 0.51 0.72 0.50 1.66 0.41–6.74 0.478
a	

Logistic regression overall model statistics: χ2=21.33, df=7, N=171, p=0.003, R2=0.16. For each individual variable, df=1. EOD, Experiences of Discrimination 
Scale; PQ-92, 92-item Prodromal Questionnaire.
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higher-order manifestations of discrimination (e.g., structural 
racism or systemic oppression) that were not fully captured 
by the EOD may affect service use for people at CHR-P more 
than individual instances of interpersonal discrimination. If 
so, these higher-order factors may also partially explain ser-
vice use differences across racial-ethnic groups.

Some White participants reported experiencing racial dis-
crimination (Table 1), which may reflect heterogeneity within 
this group, such as subgroups that commonly experience 
racial-ethnic discrimination (e.g., Middle Eastern and North 
African individuals) or intersectional discrimination (e.g., 
gender and sexual orientation minority subgroups). Our sam-
ple’s average EOD scores were consistent with the fact that 
race-based discrimination has been more often reported—
and experienced at systemic and structural levels—by Asian, 
Black, and Hispanic/Latinx individuals (vs. White individ-
uals) in the United States (52). Exploratory analyses that 
excluded White participants revealed consistent patterns 
of results with regard to experiences of discrimination (see 
Tables S3 and S4 in the online supplement).

Our null findings with regard to the influence of social sup-
port on mental health care utilization among those at CHR-P 
are challenging to interpret without additional research. 
Nevertheless, social support may motivate some individuals to 
seek mental health services and may reduce the desire or need 
for these services among others, potentially resulting in null 
findings. Interestingly, in exploratory analyses that excluded 
White participants, social support was a significant negative 
predictor of current service use, supporting the latter interpre-
tation for Asian, Black, and Hispanic/Latinx participants (see 
Table S4 in the online supplement). Because of the small explor-
atory sample, findings should be interpreted with caution.

This study had several limitations. Participants were 
recruited through community outreach, potentially lead-
ing to self-selection bias, whereby individuals who are 
interested in mental health or are experiencing distress 
may be more likely to participate. The study, by design, was 
focused on self-referred community participants. Although 
this approach offered an important perspective on a poorly 
indexed but large and critical group, future work is needed 
to investigate whether the patterns observed in the present 
study would mirror a sample of individuals at CHR-P who 
were recruited through provider referrals. In addition, 
the sample was predominantly female, although statisti-
cally significant sex differences in key outcome variables 
were not identified. Inclusion criteria required profi-
ciency in English, potentially excluding nonnative English 
speakers. Complementary measures of service use (e.g., 
health record data) were not available, although previ-
ous research suggests the validity of self-reported data on 
service use among individuals with serious mental illness 
(53). The study was cross-sectional, preventing an investi-
gation of phenomena over time and prohibiting causal or 
mechanistic inferences. Future studies that leverage lon-
gitudinal and qualitative data are needed to support this 
study’s conclusions.

Because of small available samples, some racial-ethnic 
groups were excluded from analyses in an effort to avoid 
arbitrarily combining such groups. In addition, the sample 
composition and size limited the types of analyses that could 
be appropriately conducted with regard to self-reported 
race-ethnicity. Replications with larger samples should be 
pursued to confirm these findings. Larger samples are also 
needed to provide sufficient power to explore potential inter-
actions and whether associations between mental health care 
utilization and factors examined in the present study differ 
across self-reported racial-ethnic groups. Future work should 
explore additional social determinants that may influence 
mental health care utilization among individuals at CHR-P, 
such as financial strain and cost of services, as well as how 
such factors may intersect with self-reported race-ethnicity 
and immigration status.

CONCLUSIONS

Given that individuals at CHR-P may benefit from early 
intervention, understanding which social determinants are 
related to service use is important. In this sample of youths 
at CHR-P, higher symptom levels predicted current service 
use. Asian and Black participants were less likely than White 
participants to report past mental health care utilization, 
and Black participants were less likely than White partic-
ipants to report current service use. Associations between 
immigration and service use were attenuated when analyses 
accounted for household income. The findings highlight that 
associations between contextual factors (i.e., self-reported 
race-ethnicity and immigration status) and mental health 
care utilization exist for individuals at CHR-P even when 
distressing positive symptoms, social support, and experi-
ences of discrimination are accounted for. These findings 
suggest a need to increase outreach efforts or accessibility 
of services for youths at CHR-P who may be less likely to 
receive care.
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